
tion of health and strength. Two symptoms, however, attracted his
attention and were quite obvious to his medical attendant and those
about him ; after persisting three months they are now gradually dis-
appearing. He noticed that when the volume of his stomach under-
went any change, as just before, during, or after a meal, the upper
portion of the oesophagus was thrown into repeated spasmodic contrac-
tions which lasted some seconds, occasioned considerable discomfort,
were visible to those about him, and during their continuance rendered
either speaking or eating impossible. His explanation of this symptom
is that rapid change in the size of the stomach stretched the pleuritic
adhesions to the oesophagus and thus set up the contractions.
It is well known that coughing or sneezing often occasions pain for

some time after all active signs of a pleuritic attack have disappeared ;
the pain is due to stretching of the recent adhesions and causes the sub-
ject of it to exert counter-pressure with the hand over the correspond-
ing ribs.

The second symptom, though rather more marked than the first, is
not so easily explained. If, in consequence of rest of body and mind,
respiration had become superficial for a short time

—

as just before fall-
ing asleep in bed

—

a deep, jerky inspiration which could be felt, heard,
and seen took place and was repeated several times at intervals of a

few minutes. This never took place in the morning, but only under
the above-named conditions and when lying on the left side. It was

very like a one-sided yawn and might be due to the same cause ; only,
as the pretty extensive adhesions on the left side prevented complete
expansion of the left thorax, this was probably compensated by a sud-
den and irresistible contraction of the diaphragm, which was assisted
by a more powerful, visible, and audible expansion of the left hypho-
chondrium.

(To be concluded.)

PROCEEDINGS OF THE NEW ENGLAND PSYCHOLOGICAL
SOCIETY.

BY DR. B. D. EASTMAN, SECRETARY.

This society met on March 13 th, at "Worcester, vice-president Bancroft, of
Concord, in the chair, in the absence of the president, Dr. Tyler. Drs. Earle,
of Northampton, Harlow, of Augusta, Draper, of Brattleborough, Steams, of
Hartford, Sawyer, of Providence, Brown, of Barre, Eastman, of Worcester,
and Walker, Jelly, and Fisher, of Boston, were present.
At the afternoon session, Dr. Draper read a paper on Classification of

Mental Diseases, in which he advocated the use of Skae's system as a provis-
ional one. He deprecated the partisan attack of Dr. Brown, of West Riding,
since Skae regarded his system as purely tentative, being founded on aetiology
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as the nearest approach possible to a pathological basis. Dr. Brown thinks
we shall never discover the molecular changes peculiar to insanity ; Dr. Clous-
ton thinks we shall. Dr. Draper thought that a careful study of the specific
relations between cause and effect, and a sagacious discernment of the patho-
genetic causes in mental diseases, would lead to a better classification than any
we now have. Of particular causes he gave the first place to heredity, which
he thought might be sufficient to produce insanity without secondary causes.

Dr. Earle had concluded thirty years ago that no system could be a com-

plete one until pathological conditions were better known, and that any sys-
tem based on symptoms must be unsatisfactory.
Dr. Walker had found no resting-place yet. The only true system must

be based on pathology, and until that is possible the simpler our classifica-
tion the better.
Dr. Harlow formerly had a great regard for the names of diseases, but of

late the nicer distinctions between the forms of insanity had somewhat faded.
He had not found cases to correspond with the old names, and would favor
a pathological classification if it could be well founded.
Dr. Fisher considered Skae's classification handy and suggestive, but

very imperfect. He had tried faithfully to apply it, with considerable success,
and had recently examined it in the light of Ferrier's researches, and thought
that the prominence Skae gives to insanity of somatic origin was borne out and
explained by the supposed location of the instincts, appetites, and emotions in
the posterior lobes. If these lobes are the common seat of organic sensations
and their related emotions, we can understand why emotional disturbance so

often proceeds from or is followed by disorders of the pelvic and abdominal
viscera as well as of the heart and lungs. The old grand divisions of mania
and melancholia, though often blending, were probably based on some anatom-

ico-pathological distinction, and would never be superseded.
Dr. Stearns had used Skae's system, and found it of practical service.

Dr. Clouston, its chief advocate, had told him that he was confident it could
be perfected in time. Most of the Scotch alienists were hopeful of finding
the true pathology of insanity. Dr. J. Batty Tuke said he could demonstrate
microscopical changes in the brains of every insane person. Dr. Lindsay,
however, claimed that he could show the same morbid appearances in the
brains of paupers not insane. The pathologist at West Riding had made the
same statement.
Dr. Eastman remarked that the superintendent of a state institution with

five or six hundred patients had no time for microscopy. He thought the
gross morbid appearances in the brains of persons dying insane not very in-
structive. While agreeing with Dr. Draper's view, that heredity might be the
sole cause of insanity, he considered the bad early training, vicious surround-
ings, and want of discipline in children of insane stock very efficient in devel-
oping insanity out of heredity, and knew three sons of an insane mother who
became successively insane at the age of twenty-one, with no assignable cause

but heredity.
Dr. Stearns thought some kind of impaired mental constitution inherited

in all cases, even in those attributed to blows or sunstroke, else why did the
same causes fail to produce insanity in the majority of cases ?
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Dr. Fisher related a case of limited delusion of a week's duration resulting
from heat stroke, where there was no traceable heredity and little or no emo-
tional disturbance. The chief symptom was frontal headache or sense of tight-
ness, lasting long after the mental symptoms had vanished. There seemed to
be hyperœmia chiefly affecting the anterior lobes, this location being possibly
due to a previous overstimulation of the centres in that region by too close at-
tention to accounts.
Dr. Bancroft spoke of classification as a language by which alienists

could better understand each other. Our language must be imperfect till our
knowledge is perfected. He believed that insanity did begin de novo.

Dr. Earle mentioned as an example of heredity eighteen cases of color
blindness in the descendants of three persons of one family who had this de-
fect three generations ago.

Dr. Walker knew of epilepsy occurring in the youngest child only, in
four cases, in different branches of the same family.
At the evening session the subject for discussion was Restraint. The mem-

bers had all at the last meeting expressed their adherence to the American
doctrine that a certain amount of mechanical restraint was at present neces-

sary, but that it should be reduced to the minimum.
Dr. Fisher read from the last number of Maudsley's Journal of Mental

Science the following : " It is every year becoming a graver and more im-
portant question whether the determined set against restraint, which has ob-
tained for so long, has not been in itself a mistake. It is certain that there is
a disposition on the part of some to break down the hard and fast lines which
have hitherto been followed, and to judge every case on its own merits."
This is exactly the American theory, and though he had seen this and other
signs of a modification of opinion in England, he hoped the reaction would
not go too far.
Dr. Walker did not think the time would ever come when restraint could

be wholly dispensed with. He felt that some English superintendents had
been uncharitable in their judgment of those in this country who honestly
differed from them. He knew that in 1872 many English superintendents
strongly deprecated the popular pressure in favor of absolute non-restraint,
and felt that their patients suffered in consequence.

Dr. Earle said that there was now twice the normal proportion of re-
straint in our state hospitals in consequence of their crowded condition. Dr.
Bucknill gave an impression in his letters of a unanimity of opinion in England
in favor of non-restraint which was contradicted by facts within his personal
knowledge.

Dh. Stearns had been able to discontinue mechanical restraint for several
months, but should not hesitate to employ it if a case arose in which it was
needed. He appreciated the impracticability of dispensing with it in crowded
institutions where no control could be exercised over admissions.
Dr. Sawyer had reduced the employment of restraint to a very small per-

centage. He had lately seen in consultation two cases in which, to avoid
restraint, sedatives had been used to a degree deserving the appellation of
malpractice.
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Dr. Draper used as little restraint as possible, but was unable to entirely
dispense with it.
Dr. Brown found it occasionally necessary, especially in epileptic furor.
Dr. Bancroft thought it should be prescribed by each superintendent

upon a study of the individual case, just as any medical or remedial agent
should be. It should be used when needed, and avoided when not demanded
by the circumstances of the case.

CIVIL MALPRACTICE.1
It may be truly said that when a youth begins the study of medicine and

surgery as a profession, interest in the scientific portion of his curriculum pre-
dominates over other views, and that after he engages in practice humanity is
the prevailing instinct. In our calling, science and life-long devotion to re-

lieving human suffering are, and should be, our cardinal ideas. But unfortu-
nately, as time goes on, the young enthusiast has his ardor dampened, his in-
terest cooled, his humanity chilled by the hardness of the material with which
he comes in contact. Selfishness, want of confidence, ingratitude in others
weaken his trust in all mankind and undermine his youthful fervor. Worse
than this, he is gradually brought to regard a certain class of his patients as

seeking to enrich themselves at his expense, and watching for a chance to
blackmail him. He is then forced to learn to be reserved, to be guarded in
prognosis, and to protect himself. We can safely appeal to the experience of
any physician of twenty years' practice whether this picture is too darkly
drawn for truth.

Melancholy instances of baseless accusations and wearisome anxiety can be
readily found in the lives of the recent dead and of living physicians in this
community. Not only the open hostility of irregular practitioners, but the
secret enmity of professional brethren occasionally is the promoter of accu-

sations and of suits.
Very naturally the surgeon, dealingwith external pathology, which is the most

tangible to the laity, is most frequently accused of malpractice. Surgical suits
comprise the bulk of the volume which is the text of this review, but Dr.
McClelland's treatise also touches on ophthalmic, obstetric, and medical mal-
practice.

One suit breeds another. During the past two years, in this city, damages,
small in amount it is true, were adjudged to a plaintiff suing her physician for
rupture of the perinseum during labor. Since that most unfortunate judgment,
two other suits for like cause have been brought to trial. The judgment alluded
to we regard as more disastrous to the community than to the accoucheur, since
were so common an accident as ruptured perinœum to be a frequent cause for
claiming damages, the public would be eventually deprived of the services of
all competent physicians, who would be as justly timid of engaging in obstetric
practice as many general practitioners now are of treating a fracture.

1 Civil Malpractice : A Treatise on Surgical Jurisprudence, with Chapters on Skill in Diag-
nosis and Treatment, Prognosis in Fractures, and on Negligence. By Milo A. McClelland,
M. D. New York : Published by Hurd and Houghton. Boston : H. O. Houghton and
Co. 1877. 8vo, pp. 554.
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